This pilot study aimed to design a Positive Psychology programme for depression, anxiety or stress and test its effectiveness among Greek Psychology students. Twenty-six participants with severe or very severe symptoms of depression, anxiety or stress were assigned to the intervention and control groups. Participants in the intervention group attended six weekly sessions of the Be Your Best You Programme. All participants completed self-report questionnaires (Depression, Anxiety and Stress Scale, Positive and Negative Affect Scale, Satisfaction with Life Scale) when the programme started and on the completion of the six-week intervention programme. The results indicated significant decreases in depression, anxiety, stress, and negative emotions, as well as increases in satisfaction with life among the people who attended the programme. Our findings suggest that a programme consisted of evidence-based Positive Psychology interventions could be offered to people suffering from depression, anxiety or stress to managing their difficulties. Further studies are required in this field to establish Positive Psychology intervention as a treatment of choice.
Psychology therapies than ever before for the treatment of these disorders (Butler, Chapman, Froman, & Beck, 2006; Cuijpers, Berking, Andersson, Quigley, Kleiboer, & Dobson, 2013; Hofman, Asnaani, Vonk, Sawyer, & Fang, 2012; Hofman & Smits, 2008; Linde, Sigtermna, Kriston, Rücker, Meissner, & Schneider, 2015) . However, there is still a number of people who either drop out of therapy (Fernandez, Salem, Swift, & Ramtahal, 2015; Hans & Hiller, 2013) , complete therapy without complete remission of symptoms (Casacalenda, Perry, & Looper, 2002; Springer, Levy, & Tolin, 2018; Stein & Clarske, 2017) , relapse following treatment (Hofman & Smits, 2008; Segal, Williams, & Teasdale, 2002) or don't have adequate access to therapy at the first place (Kohn, Saxena, Levav, & Saraceno, 2004) .
Traditional psychological therapies focus mostly on the reduction of psychopathology rather than on the development of well-being, which in turn means that even after successful treatment of depression or anxiety people's well-being may still be languishing (Huppert & Whittington, 2003; Lames, Westerhof, Glas, & Bohlmeijer, 2015; Westerhof & Keyes, 2010) . Disorder-specific models for depression and anxiety disorders mostly rely on explaining the links between thoughts, behaviours, and emotions and enable the person to identify more helpful cognitive and behavioural responses aiming to reduce the negative emotions and physiological symptoms caused by depression and anxiety. Therapy often ends before the person has learned ways to improve their well-being and develop positive aspects of themselves. The Positive Psychology movement was developed in order to address this issue and sheds lights on ways people can enrich their lives and develop their strengths.
The foundation of Positive Psychology in 1998 gave the momentum and increased interest in the development of empirically validated Positive Psychology Interventions (PPIs) . PPIs are defined as therapeutic methods or intentional activities aiming to develop positive thoughts, emotions, and behaviours (Sin & Luybomirsky, 2009) . Initial results show that the application of PPIs result in the improvement of well-being, and the reduction of depression and anxiety (Bolier, Haverman, Westerhof, Riper, Smit, & Bohlmeijer, 2013; Sin & Luybomirsky, 2009 ). Specifically, the meta-analysis of Sin and Lyubomirsky (2009) , which included 51 PPIs, showed effect sizes ranging from small (−0.28) to large (0.81) on the measures of depression. Later in another meta-analysis, Bolier et al. (2013) adopted stricter inclusion criteria and included 39 studies with over 6.139 participants, finding a small effect size on the mean difference between the intervention and control group. The implications of those findings are that PPIs could enrich the effectiveness of established psychotherapeutic treatments of depression and anxiety.
Most evidence regarding the effectiveness of PPIs comes from studies with non-clinical samples (Bolier et al., 2013; Sin & Lyubomirsky, 2009 ), but there are some initial studies exploring the effectiveness of PPIs in clinical populations (Chakhssi, Kraiss, Sommers-Spijkerman, & Bohlmeijer, 2018) . Studies to date indicate the effectiveness of PPIs when dealing with depression (Carr & Finne-gan, 2015; , depression comorbid with long-term conditions (Cohn, Pietrucha, Saslow, Hult, & Moskowitz, 2014; D'raven, Moliver, & Thompson, 2015) , psychosis (Riches, Schrank, Rashid, & Slade, 2016; Schrank, Brownell, Jakaite, Larkin, Pesola, Riches et al., 2016) , schizophrenia (Meyer, Johnson, Parks, Iwanski, & Penn, 2012) , suicidality (Huffman, DuBois, Healy, Boehm, Kashdan, Celano et al., 2014) , addiction problems (Krentzman, 2013) and with sub-clinical mental health difficulties such as depressive symptoms (Guo, Zhang, Plummer, Lam, Cross, & Zhang, 2017) .
The effectiveness of the PPIs has been tested in many cultures beyond English-speaking populations. For example, there are PPIs studies in Norway (Drozd, Mork, Nielsen, Raeder, & Bjørkli, 2014) , Switzerland (Gander, Proyer, Ruch, & Wyss, 2013) , Turkey (Koydemir & Sun-Selisik, 2015) , Israel (Gelfin, Zohar, & Lev-Ari, 2018) Iran (Dowlatabadi et al., 2016) , Japan (Otake, Shimai, Tanaka-Matsumi, Otsui, & Fredrickson, 2006) , China (Lü, Wang, & Liu, 2013) , Korea (Im, 2016) , Taiwan (Wu & Koo, 2016) or Suriname (Hendricks, 2017) . To date there have been some initial research in Greece by Symeonidou, Moraitou, Pezirkianidis, & Stalikas (2018) and Dimitropoulou & Leontopoulou (2017) .
Albeit the initial evidence for the effectiveness of PPIs, more studies are needed in order to further support their effectiveness in the treatment of symptoms of depression and anxiety (Hone, Jarden, & Schofield, 2015; Walsh, Cassidy, & Priebe, 2017) . It has been established that therapies focusing on developing aspects of the well-being equips people to manage in life any early symptoms signaling mental health problems (Grant, Guille, & Sen, 2013; Schotanus-Dijkstra, Ten Have, Lamers, deGraaf, & Bohlmeijer, 2016; Slade, 2010) .
Higher levels of well-being is not only a protective factor for the prevention of mental health difficulties (Cohn, Fredrickson, Brown, Mikels, & Conway, 2009; Grant, Munk, & Hennig, 2018; Wood & Joseph, 2010; Wood & Tarrier, 2010) , but it is also a basic component of any therapy as it leads to fewer relapses (Zimmerman, McGlinchey, Posternak, Friedman, Attiullah, & Boerescu, 2006) .
The need of more research to focus on the development of the well-being has also been highlighted by the European agenda on public mental health (Forsman et al., 2015) . Lastly, considering the stigma attached to mental health, we believe that it is more likely for people to opt in for treatments aiming to develop their well-being than those who focus on fixing part of their difficulties. Briefly, we argue that PPIs could provide an alternative to the management and prevention of common mental health disorders and this is what we want to test with this study.
The aim of this study is to develop a structured psycho-educational intervention programme consisting of empirically validated PPIs and examine its effectiveness on people with symptoms of depression, anxiety or stress in Greece.
Our hypothesis is that the programme will lead to lower levels of depression, anxiety, stress, and negative emotions and to higher levels of life satisfaction and Psychology experience of positive emotions. The research questions of this study are: 1) Does a PPI psycho-educational intervention programme lead to a decrease in levels of depression, anxiety, stress, and negative emotions?
2) Does a PPI psycho-educational intervention programme lead to an increase in levels of life satisfaction and experience of positive emotions?
Method

Study Design
The first step of this study was the development of the material to be used in the structured psycho-education intervention programme, named "Be your Best You". In order to accomplish this aim, a literature review of empirically validated PPIs was carried out (Kotsoni, Yotsidi, & Karakasidou, in press) and then semi-structured interviews were conducted with Psychologists, trained in different Psychotherapeutic methods) specialised in Positive Psychology.
The aim of the literature review was to identify PPIs that have been empirically validated and were used with people with symptoms of depression, anxiety or stress. The most commonly used and empirically validated interventions were the 1) three good things (Seligman, Steen, Park, & Peterson, 2005) , 2) using your strengths in a new way (Seligman et al., 2005 Table 1 ).
After the selection of the positive psychology interventions to be included in the Be Your Best You, the presentation order had to be decided. Also, as not previously used in the Greek population, cultural factors had to be taken into Table 1 . Empirically validated PPIs.
good things
List three things that went well today and the reason why.
Using your strengths in a new way
Complete the VIA Character Strengths Survey to identify your strengths and use your top strengths in a new way each day of the week.
Goal setting Set SMART goals.
Savoring techniques
In-vivo savouring exercises & introduction to savouring techniques.
Positive relationships Improve relationships with significant others.
Best possible self Imagine your best possible future self and consider how you can actualize this future.
Capitalising positive news Active /Constructive Responding to positive news.
Random acts of kindness Perform three acts of kindness within a single day. Psychology consideration in the sequence. The researcher carried out five semi-structured interviews with Psychologists trained in Positive Psychology, who use PPIs in their clinical practice for depression, anxiety or stress. The main objective of the interviews was to determine the factors leading to the inclusion of PPIs in a psychotherapeutic process and how they are presented. Also, it was explored whether therapists come across any obstacles and how they tackle them, as well as whether the PPIs may contribute to the therapeutic outcome. The analysis of the interviews determined the sequence and final structure of the programme material.
Participants
First-year undergraduate Psychology students (N = 94) completed the battery of the questionnaires. Those with severe or very severe symptoms of depression, anxiety or stress as measured by DASS (N = 26) were randomly assigned to the intervention (12) and the control groups (14) Table 2 ).
Measures
Depression Anxiety Stress Scale (DASS)
Participants completed the 21-item DASS (Lovibond & Lovibond, 1995; Lyrakos, Arvaniti, Smyrnioti, & Kostopanagiotou, 2011) , which assesses symptoms of depression, anxiety, and stress. They were asked to choose the frequency of symptoms of depression (e.g. "I felt down-hearted and blue"), anxiety (e.g. "I felt I was close to panic), and stress (e.g. "I found it hard to wind down") over the past week. The participants choose their response from a 4-point scale ranging from 0 ("Did not apply to me at all") to 3 ("Applied to me very much or most of the time") for each question. A score for each of the three components of the questionnaire was calculated, by multiplying the mean of each dimension by two. Higher scores indicate higher levels of depression, anxiety and stress respectively. The Greek version of DASS was used. In this study's sample, the the sub-scale of anxiety α = 0.74, and for the sub-scale of stress α = 0.83.
Positive and Negative Affect Scale (PANAS)
The experience of positive and negative affect was measured by the PANAS (Daskalou & Sigkollitou, 2012; Watson, Clark, & Tellegen, 1988 ), a 20-item selfreport questionnaire. The questionnaire includes ten questions for the experience of positive affect (e.g. "enthusiastic, active, proud") and ten for the experience of negative affect (e.g. "afraid, distressed, guilty"). Each item is measured on a Likert scale ranging from 1 ("very slightly or not at all") to 5 ("extremely").
A separate score of positive and negative affect is calculated with higher scores indicating greater levels of positive and negative emotions accordingly. The
Greek version, which developed by Daskalou & Sigkollitou (2012) was used. In this study, the Cronbach's α for the positive affect was α = 0.83 and the negative affect was α = 0.86.
Satisfaction with Life Scale (SWLS)
Satisfaction with life was measured with the SWLS (Diener, Emmons, Larsen, & Griffin, 1985) , which is a 7-item self-report questionnaire of global life satisfaction. The participants gave their answers on a 7-points Likert-scale ranging from 1 ("strongly disagree") to 7 ("strongly agree"). Examples of questions were:
If I could live my life over, I would change almost nothing". The questionnaire has been standardised in the Greek population by Stalikas & Lakioti in 2012 and the Cronbach's a for this study was a = 0.78.
Procedure
The participants in this study were first-year Psychology students. Participants completed the screening questionnaires and were verbally and written presented with the details of the study during a lecture. They signed an informed consent in order to participate in the study, which gave details about the confidentiality of their data and their right to withdraw from the study at any time. For the analysis of the questionnaires, each participant was allocated a unique code in order to secure their privacy and anonymity. After the completion of the screening process, an invitation to the Be Your Best You was sent via e-mail to those reported severe or very severe symptoms of depression, anxiety or stress. Those who agreed to participate were randomly allocated in the experimental and control groups. Measures were taken at two points: before the beginning of the programme (T1) and at the end of the programme (T2).
The present study was conducted in accordance with the ethical research guidelines of the Greek Psychological Society. After the completion of the study, participants in the control group were offered the opportunity to attend the Be Your Best You.
Each session lasted 90 minutes and included psycho-education information, experiential exercises, paired exercises and homework. In Table 3 the material covering in each session and the homework allocated is presented. In the first Psychology we discussed happiness based on recent findings on the field. The participants were asked to record "3 good things" at the end of each day for the following week, as well as to complete the VIA questionnaire. Session 2 focused on finding ways to strengthen the character strengths of each participant. Moreover, the principles of goal setting were presented, and each participant set three therapy goals. In Session 3, the positive emotions, the broaden-and-build theory, and savoring techniques were discussed. Participants were asked to consider what activities increase the experience of positive emotions in their lives and practice new ways to savor past, present or future experiences. During the coming week, they were asked to practice savoring daily. In the following week, we discussed the meaning of life and participants completed the "My best-self exercise". The As homework, the participants reflected on how they can be more active and positive in their social interactions and asked to share one of the exercises covered with a friend or a family member. In the final session, we recapped what was covered in the programme and participants were encouraged to build a relapse-prevention plan.
After each session, participants completed written feedback forms, which were later utilized for the revision of the material and the exercises. Two Ph.D. students delivered the intervention, a Psychologist and a Licensed CBT Psychotherapist and a Registered Nurse.
Results
Statistical analyses were conducted using the R Project for Statistical Computing and the Statistical Analysis Statistics Version 25.
The data were tested for normality and all apart from the positive emotions for the control group followed a normal distribution, which indicated that parametric tests could be run. No significant differences were detected between the control and the experimental group in any of the demographic characteristics or measures prior to the beginning of the intervention. To answer the research questions a series of one-tailed paired samples t-tests were employed to compare pre-and post-measures in study outcomes for the experimental and control group.
For the experimental group, statistically significant decrease was observed for depression (t = 3.0119, p = 0.010), anxiety (t = 3.1646, p = 0.080), stress (t = 2.5364, p = 0.019) and negative emotions (t = 1.5055, p = 0.088) when comparing the scores before and after the programme. The prices of the depression, anxiety, stress and negative emotions dropped significantly in the post-measure.
The second hypothesis was not supported as the expected statistically significant increase positive emotions (t = −1.355, p = 0.891) and satisfaction with life (t = 0.58, p = 0.478) was not observed. The positive emotions remain almost stable and the increase in satisfaction with life was not statistically significant (Table 4 ).
We also calculated the effect sizes by using means, standard deviations, and sample sizes in order to measure the magnitude of the difference in our variables before and after the intervention. Due to the small sample size, we chose to calculate the Hedges' corrected g (Cuijpers, 2016) , which is more accurate when there is a sample of less than 20. The effect size indicates the magnitude of the difference between the two scores. Effect size below 0.2 can be considered as small, effect sizes of 0.5 as a medium, and effect sizes of 0.8 as large (Cohen, 1988) . In Table 4 we can see the effect sizes for the changes in the experimental group for each measure before and after the intervention. The Hedge's g effect sizes for depression, anxiety, stress, and negative emotions were large, further supporting our first research question. For satisfaction with life, there was a small effect size and no effect size was observed for positive emotions.
The same statistical analyses were carried out for the control group. According to one-tailed t-tests, no statistically significant difference was found when comparing the pre-and post-intervention scores in terms of depression (t = −1.0569, p = 0.852), anxiety (t = 0.31784, p = 0.376), stress (t = −0.444, p = 0.671), negative emotions (t = 0.5531, p = 0.291) and satisfaction with life (t = −1.355, p = 0.891). Although negligible, the scores for depression, stress, and negative emotions had an increase six weeks after the initial measure. Also, there was a decrease in satisfaction with life, although not statistically significant. For the variable of positive emotions, which was not normally distributed, the non-parametric Wilcoxon test was run (V = 786, p = 0.250). Also, all the effect sizes were calculated, and it was shown that their effect was negligible apart from the satisfaction with life that indicates a small effect size (Table 5 & Table 6 ).
To summarise the results, the first hypothesis was supported and the participants in the intervention group moved from the severe range of symptoms for depression anxiety and depression to the mild one, also their levels of stress started on moderate and ended in normal. No such benefits were observed in the control group. The implications of these findings will be discussed in the next section.
Conclusion
The primary goal for this study was to design a structured psycho-educational intervention programme and to explore its effectiveness for the Greek population with depression, anxiety or stress. The findings of this study provide preliminary evidence for the effectiveness of the Be Your Best You programme.
People who participated in the intervention reported significantly decreased levels of depression, anxiety, stress, and negative emotions, as well as an increase in satisfaction with life after the completion of the programme. Moreover, as measured by the effect size the impact ranged from small (satisfaction with life)
to large (depression, anxiety, stress, and negative emotions). At the same time, for the participants in the control group, no changes were observed in their levels of depression, anxiety, stress, positive or negative emotions before and after the 6-weeks period.
In line with previous studies, which support the effectiveness of PPIs in the reduction of depression, anxiety or stress (e.g. Hanson, 2019; Pintado, Castillo, & -Corzo, 2018) , the results of this study indicate that PPIs could take a more central role in the management of common mental health disorders.
Penagos
The only hypothesis of the study that has not been confirmed was that the positive emotions were not increased as predicted among the participants to the programme. A possible explanation for this finding may have been that there was not enough time for the participants to process both cognitive and emotional changes. Often, people in therapy report that they can logically see the difference, but they "don't feel it" (Lorenzo-Luaces, German, & DeRubeis, 2015). Similarly, in this study, we observe cognitive change through life satisfaction as measured by the effect size, but participants may have required a longer time in order to experience the emotional benefits. A follow-up measurement could have been beneficial in exploring this.
Clinical & Research Implications
This is the first known multi-component Positive Psychology intervention that has been tested on the Greek population among adults. Those results do not only set the basis for further research to be conducted in Greece for the replication of those findings but also have some significant clinical implications.
In this study, the programme was delivered to Psychology students. This population is often highly motivated and engages well with the process. For the findings' generalizability, more studies including a more diverse population in terms of sex, age, profession, and marital status are needed. Also, the nature of this programme's material makes it easily transferred to other populations and or settings. Future studies could be delivered to groups who are at risk of developing mental health difficulties, such, people with long-term conditions, refugees, people working in an environment with increased stressed e.g. police officers or carers of people with learning or physical disabilities. Future designs would also benefit from the inclusion of follow-up measures in order to strengthen the results and explore the lasting effect of the changes observed after the completion of the programme.
Thanks to the significant reduction in mental health symptoms and the improvement in the well-being observed in this study, psychotherapists could consider the whole programme or adopt part of it for their clinical practice. Psychotherapists could use the positive interventions for group or individual interventions for people presenting to therapy for symptoms of anxiety, depression or stress. Other studies have also shown that positive psychology interventions could compliment traditional psychotherapy (Wong et al., 2018) . As well as in individual and group therapies, the material of this programme could be adjusted and utilised in online or self-help guided forms of therapy (Gander, Proyer, & Ruch, 2016; Woodworth, O'Brien-Malone, Diamond, & Schüz, 2018) .
A benefit for this intervention programme is that it is transdiagnostic, which provides flexibility to the recruitment criteria of future studies. As clinical and non-clinical settings are usually quite diverse, this programme would require Psychology fewer resources to run. Future studies could also explore whether people presenting initially with anxiety or depression benefit differently from this intervention. For example, components of this study such as identify activities that increase happiness may be more beneficial for depressed people and act as a way to increase their levels of daily activities, which is an adjustment of a widely-used CBT intervention for depression (see behavioural activation in Dimidjian, Martell, Herman-Dunn, & Hubley, 2014) . Although in this programme the sessions run for 90 minutes, if more people participate (more than 10), it may be beneficial to consider increasing the time, so it enables everyone to actively participate in each meeting. In this study, none of the programme facilitators had any previous experiences in delivering a Positive Psychology intervention but achieved to do so with the supervision of experienced clinicians. A benefit of this intervention programme is that it could be easily taught to mental health professionals and be delivered under supervision of an experienced psychotherapist, which addresses the global shortage of experienced therapists and appropriately organised services (Barbato, Vallarino, Rapisarda, Lora, Miguel, & de Almeida, 2016) .
A great benefit of Positive Psychology and this programme is that it addresses variables that are more likely to engage people. Nowadays, most people are interested in exploring ways to improve their well-being. This in combination with the fact that people are often unaware that the source of their difficulties is linked with mental health difficulties could make this programme a good prevention intervention. Also, people who are not assessing mental health services due to the stigma attached to them are likely to find this intervention more engaging (Mojtabai, Olfson, & Mechanic, 2002) . Finally, with adjustments, the programme can be used as a mental health prevention tool for the general population and benefit other age groups such as adolescents and elderly people.
